The present anicle describes a unit of health status, the "Well-year," which expresses the output of health programs in terms of the number of years and the health-related "quality of life" produced by a treatment or program.
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The need for a comprehensive measure of health status suitable for policy analysis has appeared repeatedly in the health services research literature (see Cben, Bush and Zaremba 1975; Fanshel and Bush Z970; Hulka and Cassel 1973 ; Stewart, Ware, and Davies-Avery 19"/8for review). This need .
has stimulated attempts to develop suitable measures, despite the widely discussed difficulties (Jette 1980; Keeler and Kane 1981; Sullivan 1966; Torrance 1976) . For most problems in medical research, it is possible to measure effectiveness using a single indicator, such as diastolic blood pressure or a laboratory test. These approaches are not suitable, however, for comparing the relative output of different interventions for different disease groups in different populations.
Further, such disease specific measures are of little value for assessing the consequences or side effects of the treatment (Jette 1980; Mosteller 1981) . A treatment for hypertension, for example, may cause gastric irritation, nausea, and bed disability. A measure focusing only on blood pressure may miss the overall impact of the treatment upon function and symptoms. Overall assessment and comparison between groups requires a more comprehensive measure of health status that makes the relative importance of each component explicit (Fanshel and Bush 1970) .
Many different paths have been used as general health outcome measures. Most of the available measures, however, are incapable of combining mortality and morbidity into the same unit, or of combining specific morbidity measures with each other (Sullivan 1966) . As Mosteller noted in his presidential address to the American Association for the Advancement of Science (1981) , death rates are too crude to measure the efficacy of surgery because many of its benefits are aimed at improved life quality.
The other extreme from mortality alone is the breakdown of morbidity into multiple categories ("dimensions") that are difficult to comprehend and impossible to rationally compare with one another. A truly comprehensive health status measure must rationally combine mortality with the quality of life.
A major approach to the problem of health program comparisons is "human capital" assessment, whichassigns dollar values topeople's lives according totheir expected lifetime earnings (Mushkin1962). The general healthpolicymodel was developedin the late1960'sto avoid the discriminatory biases of suchassessments (Fanshel and Bush 1970) . This was theearliest investigation ofthemethodological foundations of "costeffectiveness" usingpreference measures inhealth (Weinstein and $tason 1977).
Althoughtheactivities ofdifferent health careproviders and programs arediverse, they all sharethecommon goalofimproving health status. The new model,integrating substantive utility theorythatiscommon to economics, psychology, sociology, statistics, decision theory, medicine, public health, andoperations research, proposed theconcept ofdifferences inthelifetime expected utility forevaluating health services.
Workingwitha series ofcolleagues since that early effort, Bushhasled andcoordinated thecontinued conceptual andempirical investigation ofall aspects ofthemodelanditsapplications (Bush,Fanshel andChert1972 Thiseffort, inwhichpersons withextensive training inpsychological iresearch havemade majorcontributions, isnow knownasthe"health index 'approach"to policyanalysis. Strangeas itmay stem to well-trained 'psychologists, itisnotwidelyrecognized among economists and decision theorists thatstandardization of important elements ofthemodel isnot onlypossible anddesirable, butactually necessary forreliability andcomparability betweenanalyses and analysts (Culyer1981;Weinstein 1980; Williams 1981 ).
Theevolution oftheterminology isworthnoting. Theoutput units ofthe general modelweredescribed inearly publications asQuality Adjusted Life Years, derived from differences intheQuality AdjustedLifeExpectancy (Bushetal1972,1973 Bushetal1973a) . Klarmanetal(1968) had used quality-adjusted life years inan earlier studyasan ad hocmethodtofind theminimum cost managementofend-stage renal disease (1968). Theydid notsuggest, however, thatthere was any compelling conceptual basis for accepting themeasure, thai itcouldbeextended tomaximizehealth across disease andprogramcategories generally, orthat preferences could actually be measuredorstandardized. Inshort, theydidnotpropose a general approachtohealth policy analysis.
Nevertheless, the"quality oflife" terminology wassoonabandonedfor thegeneral health policy modelbecause ithassurplus meaning. Incommon speechand in social indicators research, thattermincludes allthecircumstances ofliving, suchashousing, work,recreation, environment, etc. The term "wellness" or "Well-Years'" waschosento implya more direct link_ to health conditions; i.e., to denote the health.related quality of life. It also distinguishes an approach that uses standardized scales and measured preferences as opposed to ad hoc state definitions and arbitrary preference assignments. Regardless of the terminology, the general health policy model expresses the output of health programs in comparable units of life years adjusted for lost "quality" due to disease or disability.
Well-Years
The media often assess the effect of a disaster--a volcano, a tornado, a train wreck--by the number of lives it takes. Many other people, however, may bemade partially dysfunctional by suchevents. To understand thefull impact, we needa meansofincluding their distress inourmeasure.
The total numberoflife-years lost isanother way tothink abouthealth effects. Forexample, ifa45-year-old man lost hislife inanaccident, andwe wouldhaveexpected him tolive totheageof75,we mightsaythat theincidentcost him 30life-years, lunhcrmore, if18individuals eachhad30years shaved offtheir life expectancy, thenthetotal impact ofthedisaster may be thought ofascosting 540life-years (= 18people x 30years/person).
Two categories ofpersons who remainalive mustalsobeconsidered: individuals forwhom theprobability of premature deathmay havebeenincreased, and those forwhom thequality oflife may havebeendiminished. The general health policy modelpermits various degrees ofdisability (including death, symptoms,and probabilities of future dysfunction) to be comparedtoone another.
When theproperstepshavebeen followed, themodelquantifies the health outputofany treatment intermsof theyearsoflife, adjusted for their diminished quality, itproduces orsaves. Thus,a "Well-Year" canbe defined conceptually astheequivalent ofa yearofcompletely well life, ora yearoflife free ofdysfunction, symptoms,and health-related problems.
A disease thatreduces thehealth-related quality oflife by one-half, for example, will takeaway .500Well-Years overthecourse ofoneyear. Ifit affects twopeople, itwill takeaway 1.0Well-Year (= 2x .500). A medical treatment thatimproves thelevel ofwell-being by .I00foreachof I0in-dividuals will produceoneWell-Year, ifthis benefit ismaintained overthe course of one year.
The effectivenessof health programsand treatments can be compared with eachother by the numberof Well-Years that they produce.Dividing the cost ofa programbythenumberofWell-Years gives its relative efficiencyor"cost-effectiveness."
TableIcomparesseveral health programsthat havebeenevaluated using Thus the year of publication should be ¢omidered when evaluating the relative cost/Well.Year. The discount rates and preference weights are also not completely consistent. For details, see original sources.
the general health policy model. As the table demonstrates, the Well-Year concept is a powerful tool for comparing the relative efficiency of various programs. To measure Well-Years meaningfully, however, we must understand their derivation from the general framework of decision theory.
Decision Theoretic Basis
Treatment and policy decisions involve many different factors. The general model adopts the widely accepted social and legal precedent of "one person-one vote" and treats days in all lives as of equivalent social value, regardless of each person's economic status or other social attributes. With this egalitarian basis for comparing the lives and preferences of different persons, we can focus directly on the expected change in health status from potential health treatments, programs, and policy alternatives. Improving health status means that we try to make persons llve longer lives of higher "quality."
With this simple statement of purpose, decision theory guide= us to dearly distinguish three separate conceptsor dimensions: ([) the stat_ that a person may occupy at any point in time, (2) the probabilities ("risks") of beinll in the states at different times and (3) the relative desirability of occupying the states. This conceptual sequence, from the analysis of the purpose of health treatments and programs to the disaggreption of that purpose into its component concepts, is crucial to unde_tanding the construction of the general health policy model and the derivation of Well-Years.
Instead of "operationalizing" health status by developing a miscellaneous list of attributes, which are then related and reduced by statistical methods such as factor analysis, the utility maximization framework dictates the dimensions to be included, the dimensions to be omitted, and the mode] for relating the dimensions. The usual decision model must be refined, for example, by recognizing that disease states (e.g., diagnoses, blood chemistries or tissue alterations) do not affect well-being or produce dissatisfaction directly; they must be related (via risk factors, prognoses or transition probabilities) to the symptomatic and dysfunctional attributes thattheygenerate.
Itisthese attributes thatconstitute thehealth-related "quality of life" and thatareassociated directly withsatisfaction, desirability or utility. Derived inthis way,the. representation ofhealth status (andits changes) has therequired mathemaxical properties, not possessed by other"indexes" andaggregation methods, toexpress relative importance and tobe usedin cost-effectiveness and otheroptimization models.
Havingdefined thedimensions conceptually, we candevelop methodsto measurethedifferent components. We first divide thetarget population into socially and medically similar subgroups (patient types) forseparate analysis, and notethenumbersineachgroup.Foreachpatient type. we construct a "decision tree"of thesequence of events thatwould occur underdifferent treatment andpolicy alternatives. Thisdiagram includes not onlychangeevents determined by forces outside thedecision-makers' control (usually thepatient's disease), butalso treatment choices that mustbe made atdifferent point infuture.
Eachcomputation of thelifetime expected utility, therefore, represents notjust one buta su'eam ofdecisions (i.e., a policy) overa setofpresent and future developments inthedisease history. In studying tuberculin testing, forexample, we mustdecide foranalytical purposes whether later (re)occurrences ofactive tuberculosis will bemanagedbyhospitalization or not(Bushetal1972), or,inPKU screening, atwhatagechildren will be removedfromtheir special diet (Bushetal1973).
The well-life expectancy summarizes all available information aboutthe risks, states, andtheir preferences forall outcomesfroma given policy fora defined typeofpatient (Bushetal1972; Bushetal1973; Epstein etal1981). Althoughsubject toerror, this numberisan expected valuethatcan be treated as a "certainty equivalent." Since the underlying optimization model is necessarily linear (Chen et al 1976), optimum control (decision or policy) can be achieved over a broad range of conditions by treating this number as though it is known with certaimy (Pindyck 1973; Schweppe 1973; Theil 1957) .
Formalizedand extendedover the life expectancy(to avoid bias from analyses involving mortality), theWeLI-Life Expectancy isnothing more thanthelogical conclusion ofthewell-known decision theory paradigm: Restle 1961; Tversky 1966 Tversky , 1967 . Thisgeneral theory has alsobeenadaptedto otherapplications inpsychology re.g., Atkinson1957). Thedifferences intheWelI-Life Expectancy between theprogramandthe reference orno programcase(bothexpressed inWell-Years) estimates the health output orexpected utility ofeachpolicy alternative, also expressed in Well-Years (Fig.l) .Thus, Well-Years, the conceptual unitsor basic building blocksforestimating health programoutputs, arederived from differences inthelifetime expected utility. 
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forethic-off analysis that "emerges from"aset ofstates fromwell todeath created for other (unspecified)reasons. Decision analysis is frequently applied to one-of-a-kind decisions, but in health, similar decisions are repeated frequently and the results of different analyses should be comparable with each other. This gives the opportunity (and the need) for standardization of both state definitions and preferences, to improve the reliability, validity, and comparability of the analyses. In order to make decisions which are comparable to those of other analysts, different decision makers must use the same types of information. This requires a uniform set of health states and a common information about the preferences for these states. Given the same input data, different decision makers can then reach the same conclusions about the relative worth of different programs within a reasonable margin of error. Methods for developing data on all components of the model will be discussed separately.
Well States: Function Level and Symptom/Problem Classification
[n a refinement of traditional decision analysis, the general health policy model recognizes that the attributes of function, symptoms and problems exist at every point in time over the patient's life history--not just as final outcomes. Under a reasonable and nonrestrictive set of assumptions, furthermore, a total well-state history can be summarized (Table 4 ) using a limited set of attributes and a standardized set of associated preferences (Bush et al 1971; Chert et al 1975 ; Keeney and Raiffa 19"/6; Koopmans 19"/2).
During the early phases of the health policy project, a comprehensive set of items from multiple sources was organized into three scales that represent the different "dimensions" or attributes of daily functioning: Mobility, Physical Activity, and Social Activity. Table 2 lists the labels representing the scalesteps.
Combinations of steps from the three scales are referred to as Function Levels; detailed definitions have been published elsewhere (Patrick et al 1973a, b; Chen et Classification of Function Levels alone is insufficient as a criterion for evaluation and resource allocation, however, since over 80% of ambulatory patients are not dysfunctional. Furthermore, preference for states in the same level of function differ depending on which symptom or problem is causing the deviation from state of complete wellness.
All policy analyses and outcome evaluations should include the impact of 
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The function level scales and the symptom/problem complexes, which Idescribe the health experience of a person on a particular day, are the at-:_tributes that define the states of wellncm or "we/i-states"--a term that is Imore comprehensive than "function s_ates" because it includes symptoms :and problems in addition to function. Using steps from the scales in Table  ( (19) i This standardization of the state descriptions is one aspect of _he "health index approach" to policy analysis, an approach that dramatically simplifies the representation of the complexity of the di_a_se treatment and outcome process.
The standardized case descriptions serve as the basis for the preferene studies so the preferences can be meaningfully applied to actual persons. Furthermore, the same state definitions must be translated into accurme, reliable questionnaires to determine the transitions between the different states and the outcomes of treatments (Bush et al 1971; Chen and Bush 1975; Berry and Bush 19"78) . In studies by different groups, our instruments have now been used to classify over 50,000 person days with a classification accuracy that exceeds 96% (Anderson et al, in press; Bush 1981; Bush et ai, in press). As simple as it sounds, the need for such measurements has not yet been recognized by many policy analysts.
Preferences in the Quality of Well-Being Scale *
The impact of health conditions upon the quarry of life is a matter of preference, value, or utility. Although a value element in definitions of health has long been recognized (Parsons 195t), Fanshei and Bush (1970) were the first to separate the dimensionsand proposethat preferences could be measured and incorporated into health status and outcome measurement in a systematic way. Human judgement studies are necessary to determine preferences for the different states. For scaling purposes we can arbitrarily anchor the scales at 0.0 for death and 1.0 for completely well. These anchors do not limit the preference ratings when it is desirable to have ratings above 1.0 ("positive health") or below 0.0 ("worse than death"). For policy purposes, very precise public preferences fro' the states can be m_aured in household interview surveys. In several studies, random samples of citizens from the corn-reunify evaluated the relative desirability of over 400 case descriptionsor weU-state profiles.
The measurementmethods used were conjoint ana/y_ds (Greenand Srin/vasan 19'78; Luce and Tukey 1964;Tversky1967)and functional measurement (Anderson 1974; Luce 1981) , basedon category ratings of multi-dimensional stimuli. Usingthese methods, a modelofthePreference structure hasbeendeveloped thatassigns weights to eachfunction level scale stepand symptom/problem complextoprovide overall scores forall possible states ofwellness witha highdegree ofaccuracy (R = .95). This modelhasbeencross-validated ona totally new set ofcasedescriptions with an R_of .94 (Kapian et al 1978) .
These preferences differ little if at a/l between social groupsand remain stable over time (Bush et al, in press). They remain invariant from one analysis to another, insuring comparability across decision situations, across analysts, and across different disease programs and treatment outcomes. Furthermore, the sensitivity of outcome measurements and estimates to variations in the preference scores can be tested very efficiently, because of the standardization. Together, the state definitions and the social preferences define the Quality of Well-Being scale (formerly the Index of WeB-Being), the time specific component of the general health policy model (Fanshel and Bush 1970; Kaplan et ai 1976) .
The Quality of Well-Being score for different individuals can be obutined from preferences associated with their Function Levels and an adjustment for the most undesirable symptom or problem. The preference for the Function Level described in the previous section has been measured as .582 (Kaplan et al 1976) , and the adjustment for the syml_tom or probtem as -.034 (see Complex 19 in Table 3 ). Therefore, the Quality of Well-Being score asociated with this well-state is .548 ( = .582 -.034).
Using the symptom/problem adjustments, the scale is sensitive to variations within "high-level wellness." There are. for example, symptom/problem complexes for wearing eyeglass_, having a nasal discharge, or breathing polluted air. The adjustments apply even when a person i5 completely functional on the other three scales. For example, persons with a "runny nose" receive a score of .837 on the Quality of Well-Being scale when they are at the highest Function Level (see Kaplan et al 19"76) .
Several studies attest to the reliability (Ka@lanet al 1978; Bush eta/, in press) and validity (Kapian et al 1976) of the Quality of Well-Being Scale. Convergent evidence for validity is given, for example, by high positive correlations _dth ratln_ of actual persons in the different states, and substantial negative correlations with ale, number of chronic conditions, total number of symptoms, and utilization of health services.
None of these other characteristics, however, were able to make such free :distinction between levels ofwellness indifferent persons orpopulations.
ThesedatastrongJy suppontheconvergent anddiscriminant validity ofthe Quality ofWell.Being ScaJe (Kaplan etal1976).
Still more importantly, the ratings for the well-state proi'des correspond exactly to the interpersonal trade-offs that citizens wish to see implemented in health policies. This property, which is essential to the validity of all approaches to health policy analysis, has not previously been tested or demonstrated for any other preference measurement technique in health decision research (Patrick et al 1973b) . These studies also provide strong convergent evidence for the validity of the preference scores.
State Transitions and the Well-Life Expectancy
Another component of the general health policy model considers transitions among states over time. The fact that different individuals are in the same state for different reasons is reflected in different expected transitions (prognoses) to the other states over the course of time. The medical characteristics of the person, including the disease or injury causing the dysfunction, determine the "health hazards" or "risk factors" both for atriving ina paticular state and for departing from it, for better or for worse.
Consider two different persons in the state described earlier: one who was in this condition because of participation in a marathon race, and anther because of arthritis. The marathon runner, although sore from the ordeal, is expected to be off and running again within a few days. The arthritis sufferer may, however, continue at a low level of function.
A comprehensive health status measure must include not only the current state--it must include the expected transitions to other states of wellness over the course of time. A person at high risk for heart disease may be fttnctioning very well at present but may have a high probability of transition to a lower level (or death) in the future. Cancer would not be a concern if the disease did not affect current functioning or the probability that functioning would be limited at some future time. In terms of decision analysis, the present evaluation of these future events is captured in the lifetime expected utility or the Well-Life Expectancy. Persons with different risk factors or _ health hazard status have a lower well-life expectancy.
Another requirement for a health policy model is that it consider risk aversion. That is most easily implemented in a general policy model via a discount rate, an inverse process to the interest rate which can be applied to life years and health status. The discount rate simply and systematically represents the net social preference for health program outputs that are sooner and more nearly certain than later and more uncea-tain.
Decision analysis should consider the entire life expectancy, because health policies have long and short consequences. If the analysis considers only a limited time interval (say, five years) it ignores outcomes which occur after the study period. A treatment which prevents early death will continue to produce Lifeyears through the remainder of the life expectancy. If the decision tree is truncated or pruned at an earlier time, benefits of averting death are attenuated. This can bias the analysis, usually against the treatment. Therefore, great care must be exercised in interpreting the results of short-term follow-up studies.
The Well-Life Expectancy is the product of Quality of Well-Being score times the expected duration of stay in each function level over a standard life period (Table 4 ). The expected duration of stay in each state is determined by the transition rates (Bush et al 1971; Chen et al 1975) . Suppose that a group of individuals was in a completely well state, on the average, for 65.2 years, in a state of non.bed disability for 4.5 years, and in a state of bed disability for 1.9 years, before their death at the average age of 71.5 life years. To adjust for the diminished well-being that they suffered in the disability states, the duration of stay in each state is multiplied by the preference measured for each state. Thus, the 4.5 years on non-bed disability becomes 2.7 Well-Years. Overall, the Well-Life Expectancy for this group is 68.5 years--a reduction of approximately 3.1 years (Chen et ai 1975) .
Methods to estimate the transitions among the different disease categories and states of wellness are a major problem in health outcome measurement, but detailed discussion is beyond the scope of this article (Bushetal1971;Berryand other follow-up studiesof all types (Kaplan and Atkins 1981) .Suchstudies wouldrelate diagnoses, disease forms, andother characteristics ofthepaitient's condition directly to changesinthestates of wellness, so policy analyses canbeperformed using empirical data.
Relation to Costs: The Cost/Utility Ratio The Hextth Policy Project has shown in a seriesof publications how the Cost/Well-Year can be usedto evaluatethe relativeefficiency of programs andhealth interventions. "Cost-effectiveness" isa termfrequently usedto refer tomeasures deliberately chosen toavoidproblems ofvaluation, sothe term"'cost-utility" ismore appropriate foroutputassessments basedon measuredpreferences and expected utilities (Torrance, 1976) . The "costs" associated withhealth programs shouldinclude notonlyproduction costs (the labor andmaterial inputs tothetreatment), butalsofuture averted or incurred direct (health system) and indirect (economic) costs. A majorextension ofthegeneral health policy modelpermits acomplete integration of standard economiccost-benefit analysis withcosts/WellYear forliv_and health. That model consists of production costs(in dollars) minusdirect and indirect economicbenefits (averted future costs in dollars) divided bytheexpected utility ofthetreatment orprogram(inWell. Years).
The method istotally general. Itrationally and comparablyincludes health considerations inanalyses of"non-health" policies, suchascoalvs. nuclear energy, ortransportation policy. The health eflects ofanoverpass toprevent accidents ata proposed intersection canbeevaluated, forexample,indollars perWel]-Year. In thisway,alltypesof expenditures or regulations toimprovehealth status canbeevaluated incomparable terms.
Givena comparablehealth outputunit, standard marginal economic analysis applies; that is, ifadollar cost/Well-Year isconsidered socially efficient foroneprogram,thenprogramswithsimilar cost/utility ratios are also justifiable. Althoughno definitive rules determine when theefficiency ofa programissufficient tojustify its adoption, thefollowing guideline._ emergefromseveral previous analyses: The guidelines,which will be refinedas other analysesare completed, suuest to policymakersand to the publicthe relativeefficiencyof newprogramsin comparisonwith the spectrumof previousanalyses.
The costsof mostprograms anaJyzed to date fall below$Z0,000perWell-Year, or well within a range that is cost-effective by existing practices and policies. The appropriateness of this $20,000/WeJl-Year figure is justified by many current expenditures for tertiary medical care, and also by analyses of the economic value of human labor and consumption (human capital). The standard is further justified by the amounts that most persons are willing to pay for themselves, their families, or others, for one more year of well life.
It is more difficult to say that a program or treatment is not justifiable from a cost standpoint, even if it exceeds the upper extreme of about $100,000 per Wall-Year. This extreme is presently not well defined, and more evidence needs to be compiled. Fonunatdy, such a cutoff point is not relevant to the consideration of most policy analyses done to date. For such analyses to have comparable results, however, they should be done with careful accouming of all costs and health effects.
Application of Well-Years in Policy Analysis
A variety of health programs has been analyzed using the general health policy model, and their relative efficiency is becoming established. Hypertension screening programs have been estimated to produce a _,v'ellYear for about $I0,000 (Stason and Weinstein I977). Hospital renal dialysis, known to be an effective treatment because of its life-prolonging capacity, costs more than $50,000 to produce a Well-Year.
The New York State PKY screening program (which finds only about 22 cases per year at a cost of nearly a million dollars) is still very efficient; i.e., effective relative to costs, because it yields a Well-Year for about $2,900 in 1970 currency (Bush et al 1973) . The Congressional Office of Technology Assessment (OTA) recently used the general model, with Function Levels and preference weights from our 1973PKU study, to analyze a national pneumococcal vaccine program(1979). From existing clinical data,they estimated that thevaccine prevents approximately 60=0ofall pneumococcal pneumonias, that about5=/) ofthevaccine recipients react withswelling and fever, andthatmoresevere reactions, suchastemporary paralysis fromthe Gullian.Barr¢ Syndrome,occ_ inonecaseper100,000.
The average costperWell-Year expected fromthevaccine across all age grOUl_is$4,800(1979dollars). For young children, who rarely dieof pneumonia, thecosts wereashighas$77.200/Wetl-Year, while thecosts for theaged,themost frequent victims, areless than$I,000 perWell-Year.
The general health policy model considersboth positiveand negative health effectsby mappingthem on to the samescale.Reaucmgthe yield of 78 KAPLANandBUSH Well-Years by subtracting the Gullian-Barre disabled (at the same rate as from the swine flu pro_am), or adding to the program costs by the increase in imurance premiums, increases the overall cost/utility ratio by a modest $100/WelloYear. For the elderly, it had no measurable effect. The WellYears produced by avoiding pneumonias greatiy outweigh the setbacks caused by severe side effects with very low probabilities. This illustrates how the general health policy model, with a common unit of health output, can simplify a complex situation and make the appropriate decision become obvious. In early 1980, for the first time in history, Congressauthorized reimbursement for a preventive procedure under Medicare (P.L. 96-611 ).
Psychologists, Evaluation Research and Health Services Reimbursement
One of the major issues facing professional psychologists is the struggle for reimbursement under various health insurance plans. As the American public becomes incr_.asingly sensitive to increases in health care costs, proposed new health exp_.r._!itures will be more carefully evaluated.
If psychologists ar_ ),, gain a larger place in the delivery of health care, they must demonstrate _hat their services are cost-effective. Attempts to persuade policy maker_ that the skills of psychologists are worthwhile (Kiesler, Cummings, & Vanden Bos 1979) are often not convincing because psychological and medical services are evaluated, if at all, using different outcome measures.
Using Well-Years, cognitive and behavioral interventions can be evaluated and related to costs in the same way as medical interventions.
In a randomized trial now under way, for example, Kaplan and Atkins (1981) are evaluating inducements to exercise for patients with chronic obstructive pulmonary disease. At the end of three months, the treated and control groups display a statistically significant difference of .I I0 on the Quality of Well-Being Scale.
If this difference persists, preliminary analysis of the costs of the treatment suggest that the cost/utility ratio will be considerably less than $5,000 per Well.Year. Most of the other treatment modalities practiced by psychologists can be evaluated in the same way, at least as far as the final effects of treatment on function, symptoms, and weE-being are concerned.
Conclusions
In this brief article we have only been able to introduce a few aspects of the general health policy model. Despite the difficult problems associated with its development, it has many practical uses: (I) Most importantly, the general health policy model is neo_saW for cost/utiIhy analysis and resource allocation. In addition, different components of the model are useful (l) to measure the effectiveness of medical interventions; (2) to assess the quality of health care; (3) to assess the health care needs of different populations; (4) to improve clinical decision making; and (5) to help understand causes of variations in health (Ware, Brook, Davies and Lohr 1981). Health psychologists and other methodologists interested in evaluation may be interested in a variety of issues relevant to the continued developmeant and utilization of these measures. Some of these issues include the value of using aggregate scales versus separate indicators, the validity of general measures for dysfunction caused by mental symptoms, the statistical power of the scales for detecting differences with small samples, the role of discounting, better data on costs, appropriate methods for preference measurement, improved questionnaire techniques, the application to disease specific groups, methods of estimating transition probabilities, ethical issues with strict efficiency measures (distributional fairness), and many others. With continued development, we expect more widespread use of the general health policy model and Well-Years in the future.
